Syphilis appeared in Sweden in 1497. It was recognized as a sexually transmitted disease that rapidly spread in the upper classes and later to the poor. It ravaged the country in the eighteenth and nineteenth centuries. At that time the concept of venereal disease included all sexually transmitted diseases. Preventive measures were introduced. They were based on information, medical intervention and elimination of risk factors. Registration of hospitalised patients was introduced in the eighteenth century. The highest incidence of syphilis occurred during the First World War. In the last decade the incidence of sexually transmitted disorders has abruptly decreased. Thus the yearly incidence of gonorrhoea has decreased from 40 000 to 500 cases. The law demands contact tracing with obligatory testing. People who deliberately expose others to risk may be condemned to isolation for an unrestricted time. This legislation has probably contributed less to the successful containment than the fact that information on aids and sexually transmitted diseases has reached all the population, and made it aware of the risks and produced changed behaviour, especially among prostitutes, homosexual men and drug addicts.
Early history 1497-1870 Syphilis arrived in Sweden with German soldiers in 1497 and spread rapidly among the aristocracy. Among famous men attacked was the State Governor, Svante Nilsson, who died in 1512.1 From the upper classes the disease spread to the poor. It was called pox (pocker) or French disease. Its transmission by sexual intercourse was recognised in contemporary medical books. In the medieval period there were many public bath houses in the cities. These were now closed. The disease was treated with guayac or mercurials.
Little is known about the situation in the 17th century, but as Sweden participated in many wars, the disease was probably quite common. In the eighteenth century venereal disease was widely spread and considered a great threat to public health. In a dissertation of 1705 Johan Uinder discussed venereal disease and gave a good account of the different manifestations of syphilis.2 At this time other diseases, such as gonorrhoea, soft chancre, condyloma and genital carcinoma, were included in the unitary concept of venereal disease. Linder opposed the theory that syphilis was an ancient disease and believed that it had been imported from America and spread in the war at Naples. The recommended treatment was mercurials administered to the point of salivation.
A public health college was founded in 1721. The college recommended small county hospitals with 10-80 beds and these were opened all over the country to isolate and treat patients with venereal disease. Nevertheless, the disease ravaged the country. Travellers, seamen and soldiers spread it far and wide. Taverns were "schools" for the dissemination of the disease. In 1843, 45% of children in Stockholm were illegitimate, whereas the corresponding figure in the rest of the country was 8.5%. The Medical College, a national group of physicians, suggested that the spread of venereal disease was due to public ignorance, lack of medical treatment and absence of preventive measures.
In Syphilis was treated with bismuth and Salvarsan, and gonorrhoea by local administration of silver salts. Gonorrhoeal keratitis was prevented by local instillation of silver salts in the eyes of all newborns. This procedure is no longer followed.
From 1912, all cases of sexually transmitted diseases were reported and registered.6 Syphilis reached a peak at the end of the First World War when an annual incidence of 4056 cases was reported in a population of about 6 million (fig 1) . The annual incidence dropped to 375 in the 1930s, but then rose to 1000 cases during and after the Second World War. With the advent of penicillin it dropped to 100 in the 1950s, but then rose and stabilised around 400 cases a year.
Syphilis now mainly affected homosexual men, but with their change of sexual behaviour in response to AIDS, the annual incidence has declined to fewer than 50 cases among indigenous Swedes.
The annual incidence of gonorrhoea remained stable at between 11 000 to 16 000, from 1912 until 1960 (fig 2) . It Prevention has been based on provision of information to the population and voluntary testing of people at risk. Anonymous testing, for a time forbidden, is presently allowed. All infected individuals must be reported and registered, but provision of full names is not required. Contact tracing must be performed. Testing is obligatory for contacts and it may be performed with the assistance of the police. Infected people who, despite instructions, deliberately expose others to risk may be condemned to isolation for an unrestricted time. About a dozen individuals have thus been isolated for periods up to several years. HIV-testing or health certificates are not required for visits to Sweden or for immigration.
Syringe exchange for intravenous drug users is at present not allowed. Just as was earlier the case with condoms, the Parliament believes that it gives a double message and amounts to acceptance of drug addiction. But an efficient syringe exchange programme in Malmo has been permitted to continue.
Almost all intravenous drug users participate and there has been no case of new HIV-infection in this group for the last three years.
Other sexually transmitted diseases such as trichomonas and hepatitis B are also declining in incidence. Herpes virus and papilloma virus are still being spread but possibly less than before. It will be interesting to follow the movement in the incidence of cancer of the cervix uteri in future. 
